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A 45-year-old woman with a history of squamous cell carcinoma of
the cervix with metastases to the lungs presented to the emergency department with severe epigastric discomfort. An electrocardiogram (ECG)
revealed sinus tachycardia with ST-segment elevation in the anterior
leads (Figure 1), raising concern for acute myocardial infarction. An ECG
obtained 1 year earlier had been normal. Emergent coronary angiography revealed tapering and then abrupt occlusion of the apical segment
of the left anterior descending artery (Figure 2). Faint right-to-left collaterals were noted. The remainder of the coronary arteries were normal. Percutaneous coronary intervention was deferred, and the patient’s
symptoms resolved over the next several hours.
Serial measurements of cardiac troponins were negative. Transthoracic echocardiography revealed abnormal thickening of the apical septum
and a small pericardial effusion (Figure 3). Subsequent review of a computed tomography scan of the chest obtained 3 months earlier revealed
irregular, hypodense lesions within the left ventricular apex and intraventricular septum, suspicious for metastatic disease (Figure 4). Cardiac
magnetic resonance imaging performed the day after admission confirmed the lesions within the left ventricular septal and apical myocardium. Left ventricular wall motion was abnormal in the regions affected
by the mass, but was normal in the remaining regions. A moderate-sized
pericardial effusion, bilateral pleural effusions, and multiple lung masses
were also noted (Figure 5). Patient discomfort led to termination of the
study prior to the administration of gadolinium. These clinical and imaging findings were felt to be most consistent with cervical carcinoma metastatic to the myocardium, resulting in occlusion of the apical segment
of the left anterior descending artery by compression or direct invasion.
The patient received palliative chemotherapy, and she died 2 months
later. Her family declined an autopsy.
Metastatic disease of the heart, while more common than primary
cardiac malignancy, is still a rare entity [1]. Autopsy studies estimate the
incidence at approximately 1%, although the incidence rises to approximately 10% among autopsies in which a primary malignancy is identified [2]. The 4 major modes of metastasis to the heart are: local invasion,
retrograde lymphatic extension, via a transvenous route, or via hematogenous spread [1]. The most common primary tumors that result in cardiac and pericardial metastases are lung, breast, and esophageal cancers.
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Figure 1. Electrocardiogram upon admission shows anterior ST-segment elevation
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Figure 2. Coronary angiogram shows tapering and then abrupt occlusion of the apical segment of the left anterior
descending artery. Anteroposterior-cranial (A) and right anterior oblique-cranial (B) images with arrows indicating
the area of abrupt occlusion in the left anterior descending artery

Malignant melanoma, lymphoma, and renal cell
carcinoma are less common [3].
Myocardial metastasis by cervical carcinoma is
extremely rare. A review of the literature reveals
fewer than a dozen reported cases. In the majority of reports, as in the current case, the cardiac
lesions were discovered and characterized via

a multi-modality imaging approach [4]. The current case appears to be unique among these reports in that the presentation mimicked an acute
myocardial infarction, with ST-segment-elevation
in the anterior precordial ECG leads. Coronary angiography demonstrated occlusion of the apical
segment of the left anterior descending artery,
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Figure 3. Transthoracic echocardiography shows abnormal thickening of the apical septum and a small pericardial
effusion. Arrows indicate area of abnormal apical thickening (A) and small pericardial effusion (B)

Figure 4. Computed tomography of the chest
shows irregular, hypodense lesions within the left
ventricular apex and intraventricular septum, suspicious for metastatic disease. Arrow indicates hypodense lesion within the left ventricular apex and
arrowhead indicates hypodense lesion within the
intraventricular septum
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which was later determined to be due to invasion
of the myocardium by tumor.
The present case is very similar, however, to
a recently reported case of acute myocardial infarction due to myocardial invasion by metastases from a squamous cell carcinoma of the
tongue [5]. Therefore, we suggest that in patients
with known malignancies, myocardial metastases
should be considered in the differential diagnosis
of ischemic ECG changes and coronary occlusion.
Examination of the heart using multi-modality imaging can be extremely useful in elucidating this
rare diagnosis.
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Figure 5. Cardiac magnetic resonance show lesions within the left ventricular septal and apical myocardium. Arrow
indicates lesion in the apical myocardium (A) and arrow indicates lesion in the apical myocardium and arrowhead
indicates lesion within the left ventricular septal myocardium (B)
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